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COVERLETTER

TO: Registration Section
Division of Corporations
COMPREMHENSIVE CARDIOVASCULAR CARE LLC
SUBJECT:

Name of Limited Liability Company

The enclosed " Application by Foreign Limited Liability Company for Authorization to Transact Business in Florida,” Certificate of
Existence, and check are submitted to register the above referenced foreign limited liability company to transact business in Florida.

Plcase return all correspondence concerning this matter to the following:

MARINA SHAPIRO

Namc of Person

MARINA SHAPIRO CPA'S - INC

Firm/Company

580 ROGER WILLIAMS AVESTE 26

Address

HIGHLAND PARK, IL. 60035

City/Srate and Zip Code

marina@marinashapirocpa.com

E-mail address: (1o be used for future annual report notification)

For further information concerning this matier, please call:

MARINA SHAPIRO 847 780-4750
al { )
Name of Contact Person Arca Code Daytime Telephone Number
Mailing Address: Street Address:
Registration Section Registration Scction
Division of Corporations Division of Corporations
P.O. Box 6327 The Centre of Tallahassce
Tallahassce, FL 32314 2415 N. Monroe Street, Suite 810

Tallahassee, FL 32303

Enclosed is a check for the following amount:

Please make check payable to: FLORIDA DEPARTMENT OF STATE

(1 $125.00 Filing Fec = SI130.00 Filing Fee & (0 $5155.00 Filing Fee & O $160.00 Filing Fee, Certificate
Cenificate of Status Certified Copy of Status & Certified Copy



APPLICATION BY FOREIGN LIMITED LIABILITY COMPANY FOR AUTHORIZATION TO TRANSACT BUSINESS
IN FLORIDA

IN COMPLIANCE WITH SECTION 605.0902, FLORIDA STATUTTES, THE FOLLOWING IS SUBMITTED TO REGISTER A FORFIGN LIMITED LIABILITY
COMPANY TO TRANSACT BUSINISS INTHE STATE OF FLORIDA: .
] COMPREHENSIVE CARDIOVASCULAR CARE, LLC

(Name of Foreign Limited Liabihiy Company; must include “Limited Liability Company.” “LLIL.C."or "LLCT)

0 omprehenswe  Cavdiovasoular Care Group  (LLL

(1f nanme unavaildble. ener aliemate name adopted for the purpase of trznsacting business 1n Floridz. The alicrnaie name must includ! “Lilnited Liabilily Company,” "L.L.C." or "LLL.™)

JLLINOIS 5. 514922

W&l number, 1 applicable)

Lad

3

Ourisdicion undes 1he Jaw of which TGreign imiled lapility company 1s organived)

5/12/2022

(Date Nrst transacied business tn Flonda, 1if prior 10 regisiration. )
(See sections 605.0904 & 605.0905, F.5. to determine penally liability)

5230 HECKSCHER DR 9230 HECKSCHER DR

(Sllrcct Address of Frincipal Office) {Maihing Address)

JACKSONVILLE, FL 32226 JACKSONVILLE, FL 3%226
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7. Name and sireet address of Florida registered agent: (P.O. Box NOT accepiable) ™ o= N
- x e
< o —
ISAAC DOR = wn
- (e a)

Nane:

0230 HECKSHER DR
Office Address:

JACKSONVILLE 32226
. Florida
{City) (Zip code)

Registered agent’s acceptance:

Having been named us registered agent and to accept service of process for the above stated limited liability compuny at the place
designated in this application, I hereby accept the appointment as registered agent and agree to act in this capacity. 1 SJurther agree
to comply with the provisions of all statutes relative to the proper and complete performance of my duties, and I am familiar with
and gceept the abligations of my position us regiStered agent.
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8. For initial indexing purposcs, list names, title or capacity and addresses of the primary members/managers or persons authorized to
mianage [up to six (6) total]:

Title or Capacity: Name and Address: Title or Capacity: Name and Address:
= Manager Name: ISAAC DOR COManager Name:
OMember Address: 9230 HECKSCHER DR CIMember Address:
O Authorized JACKSONVILLE, F1. 32226 O Authorized

Person Person
CHOther Ci0ther O0Other JOther
CIManager Name: OManager Name:
OMember Address: OMember Address:
OAuthorized O Authorized

Person Persan
TJOther COther OOther OOther
OManager Name: COManager Name:
CIMember Address; O Member Address:
O) Authorized O Authorized

Person Person
O OGther CiOther COther 10Other

Important Notice: Use an attachment to report more than six (6). The attachment will be imaged for reporting purposes only. Non-
indexed individuals may be added to the index when filing your Florida Department of State Annual Report form.

9. Attached is a certificate of existence, no more than 90 days old, duly authenticated by the official having custody of records in the
jurisdiction under the law of which it is organized. (If the certificate is in a foreign language, a translation of the certificate under cath
of the transiator must be submitted)

10. This document is executed in accordance with section 605.0203 (1) (b), Florida Statutes. | am aware that any falsc information
submitted in a document 1o the Department of State constityfes  third degree felony as provided for ins.817.155, F.S.

7|

Signn:}urc of un authorized person

[SAAC DOR
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File Number 0398769-8

I, Jesse White, Secretary of State of the State of 1llinois, do hereby
certify that I am the keeper of the records of the Department of

Business Services. I certify that
COMPREHENSIVE CARDIOVASCULAR CARE, LLC, HAVING ORGANIZED IN THE STATE
OF ILLINOIS ON APRIL 27, 2012, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS
OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS
IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF

ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of

the State of Illinois, this 12TH
day of MAY A.D. 2022

X ’
Authentication #: 2213202046 verifiable until 05/12/2023 02 20 77 .



